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ABSTRACT
Background: Perinatal mood and anxiety disorders (PMADs) are the most common complication of pregnancy, affecting up to 1
in 5 childbearing women, with higher rates among low-income minority women. One in seven women suffer from perinatal
depression. This study aimed to (1) assess the mental and emotional health challenges of underserved Black perinatal women in
Atlanta, Georgia (GA) and (2) examine local priorities and sources of care for mental health among underserved women in
Atlanta, GA.
Methods: A community-based participatory research partnership between Morehouse School of Medicine (MSM) and the Center
for Black Women’s Wellness (CBWW)’s Atlanta Healthy Start Community Action Network (AHSI-CAN) conducted a
mixed-methods study to examine the mental/emotional health challenges of underserved Black women in Atlanta, GA.
Questionnaires were completed with Black perinatal women (n=345). Semi-structured interviews were conducted with Black
perinatal women (n=5), health care professionals (n=9) and outreach workers (n=3) to gather perspectives regarding local
priorities for maternal mental health care in their communities. Interviews are still being conducted due to delays and impact of
COVID-19.
Results: More women reported at least one mental health challenge after pregnancy when compared to prior to pregnancy (i.e.,
71% vs 32%). Many women reported (73%) being asked about their emotional and mental health, however, only 16% were
queried by an obstetrician. Further preliminary descriptive statistics on other PMADs risk factors are reported. This paper
describes the procedures that were implemented to complete this study.
Conclusions: This study addresses critical gaps in current knowledge about PMADS among Black women. Preliminary analyses
indicate that PMADS are alarmingly high among this sample of Black perinatal women in Atlanta, GA. The knowledge gained
from this formative research will provide researchers and community-based organizations (CBOs) with relevant data that will
inform approaches and models to address Black maternal mental health.
Keywords: Black women, inequities, maternal health, mental health, maternal mental health, perinatal mood, anxiety disorders
INTRODUCTION
Perinatal mood and anxiety disorders (PMADs) are the most
common complication of pregnancy, affecting up to 1 in 5
childbearing women, with higher rates among low-income
minority women (Kendig et al., 2017). One in seven women
suffer from perinatal depression; and more specifically,
prenatal and postpartum anxiety affects between 13%–21%
and 11%–17% of women, respectively, with higher rates
among low-income minority women (Wisner et al., 2013;
Fairbrother, Young, Antony, & Tucker, 2015). PMADs are
common in the perinatal period and when left untreated,
pose significant risks to women and their children. Each
year more women will be affected by postpartum depression

(PPD) than diabetes (i.e. approximately 800,000 ) or breast
cancer (i.e. approximately 232,000) (DeSantis, Ma, Bryan &
Jemal, 2013; DeSisto, Kim & Sharma, 2014). For instance,
diabetes screening is embedded as a routinely performed
assessment for all perinatal women. Yet, depression is
subjectively and sporadically completed in the perinatal
period. In Georgia, approximately 30,000 women
experience these maternal health problems each year
(Mental Health America of Georgia, 2018). PMADs
encompass a range of emotional disorders, including major
depression, generalized anxiety, obsessive compulsive
disorder, panic disorder, and post-traumatic stress disorder.
Adverse outcomes associated with these maternal mental

health conditions include poor self-care and nutrition,
impaired maternal–fetal attachment, lack of medical care,
increased likelihood of tobacco and substance abuse, and a
heightened risk of suicide (Wisner et al., 2013; Fairbrother,
Young, Anthony & Tucker, 2015). PMADs was cited as the
common causes of maternal mortality, as suicide exceeds
both hemorrhage and hypertensive disorders. Many Black
women at-risk for PMADs are not getting the mental health
assistance they need due to screening deficits (Chaudron et
al., 2010). Validated screening tools and treatment strategies
for combating postpartum depression have been developed
but existing screening tools used to assess PMADs may not
accurately or adequately assess symptoms experienced by
women of color leaving many undetected and untreated
(Chaudron et al., 2010).
In fact, 60% of women of color do not receive any treatment
or support services for perinatal emotional complications
(Chaudron et al., 2010). Reasons for this include lack of
insurance coverage, social and cultural stigma, logistical
barriers to services, and lack of culturally appropriate care
(Goodman, 2009). To address these shortages, interventions
are needed that are culturally responsive and integrate
mental health services into spaces where Black women feel
comfortable and are already accessing services.
In Georgia, mental health care services and providers are
scarce, and this poses significant risks (Georgia Department
of Community Health , 2021). In this study we aimed to (1)
assess the mental and emotional health challenges of
underserved Black perinatal women in Atlanta, Georgia
(GA) and (2) examine local priorities and sources of care for
mental health among underserved women in Atlanta, GA.
Subsequently, the overarching goal of this study was to
collect formative data to inform the development of a
locally, culturally responsive intervention to integrate
mental health prevention and promotion into maternal
mental health services in community-based settings
accessed by perinatal women.
METHODS
Mixed methods research is critical to understand the
perspectives of Black perinatal and postpartum women to
further explore factors that contribute PMADs, because of
the disproportionately high burden on PMAs on minority
women (Jallo, Salyer, Ruiz & French, 2015; Dove-Medows
et al., 2020; Abdou et al., 2010). Quantitative data was
collected via survey. Qualitative data was collected via
semi-structured interviews. The Morehouse School of
Medicine Institutional Review Board approved the study
under Protocol 1310389.
Design
In this study, the primary outcome measures were to
determine Black women's experience with perinatal mental
health and their engagement with healthcare professionals
concerning mental health screening and subsequent
treatment. The secondary outcome was group-based medical
mistrust; and the tertiary outcome were social determinants

of health and other maternal mental health risk factors. This
cross-sectional study included a baseline assessment and
semi-structured interviews.
Setting
The Atlanta Healthy Start-Community Action Network
(AHSI-CAN) was the Community Based Participatory
Research (CBPR) partnership for the study. The Center for
Black Women’s Wellness (CBWW) serves as the backbone
support of the AHSI-CAN and is dedicated to coordinating
the various dimensions and collaborators involved in the
initiative (Hernandez et al., 2019).
CAN partner
organizations included community-based organizations
(CBOs), social service agencies, early educational centers,
and local health departments.
CBWW is located immediately southwest of downtown
Atlanta in Neighborhood Planning Unit (NPU) V, in a
multipurpose community center owned and operated by the
City of Atlanta, GA. With a population of just over 17,000,
NPU-V is a predominantly Black/African American
community (80%) and has an average household income of
$27,000 and 37% of households receive food stamps
(Neighborhood Nexus, 2019).
The AHSI-CAN research partner communities serve
perinatal women in Atlanta, GA and South Fulton County.
According to the 2018 American Community Survey
estimates, Fulton County has a population of 1,021,902,
with a racial/ethnic breakdown of 44.1% Black, 44.9%
White, 6.9% Asian, and 7.3% Hispanic/Latino (United
States Census Bureau, 2019). Blacks in Fulton County are
disproportionately impacted by poverty and other social and
economic factors (e.g., unemployment, low educational
attainment). For instance, the median household income of
Whites in Fulton County in 2018 was approximately 2.5
times the median income of Blacks ($102,053 and $40,220
respectively) (United States Census Bureau, 2019).
Additionally, Blacks had the highest rates of individuals
living below the federal poverty line, and 31.7% of
households earned less than $25,000 per year (United States
Census Bureau, 2019). The unemployment rate for Blacks
was almost 4 times the rate of Whites (10.8% compared to
2.8%) (United States Census Bureau, 2019).
Capacity Building of CBPR Partnership
The research team and key community stakeholders
developed an eight-hour training using the content learned
from the CBPR Partnership Academy, to build the capacity
of CAN partners to implement research. The research team
and CAN partners conducted this training, because both
groups perceived there to be an imbalance of knowledge and
resources focused on maternal health equity research. Part
one of the training focused on CBPR and research to build
the CAN partners research capacity. The research content
included: 1) introduction to research, 2) an overview of
CBPR, 3) the difference with traditional research, 4) data
collection methodologies, 5) significance of research to
communities, and 6) health inequities. The priority areas of

the research curriculum were population of interest
(low-income women of color), PMADs, research with
pregnant women, research ethics and informed consent, and
working with low-literate populations. The training
employed a multiple intelligence approach, which consisted
of didactics, media, math, music, hypothetical scenarios,
role-playing, and the teach-back method (Barrington, 2004).
Research partners decided on this process because of
existing distrust of academic partners, to ensure integrity
and fidelity in the research process, the stigmatization of
mental health, and concerns related to research with
pregnant women.

establish goals for the survey and to develop preliminary
questions based on their experiences working with
underserved women. Based on those preliminary questions
and discussions, the research team drafted questions
grounded on the peer-review literature and validated
measures. The research team then refined the instruments,
with drafts reviewed by the CAN partners.
Measures
The paper and pencil survey consisted of single items that
assessed sociodemographic characteristics, self-esteem,
medical mistrust, and adverse childhood experiences.

Participants
Social Determinants of Health
Women were recruited through word-of-mouth and
venue-based
sampling
from
AHSI-CAN partner
organization sites. AHSI-CAN partner organization sites
recruited and administered the survey during community
events (e.g. community baby shower or maternal mental
health events). All AHSI-CAN survey implementation site
partners agreed to administer at least 60 surveys and were
remunerated with $500. Women who agreed to participate
were screened to determine whether they met the eligibility
criteria for the study. Written informed consent was obtained
prior to administration of the survey and individual
participants received a $10.00 gift card and a community
resource guide developed by AHSI-CAN partners.
Eligibility criteria for inclusion in the study was a)
self-identify as Black or African American; b) 18 to 45
years of age; c) reside in Atlanta, GA; d) speak English; e)
currently pregnant or ≤18 months postpartum.

Single items assessed demographic characteristics (i.e. age,
age at most recent pregnancy, marital status, race/ethnicity,
employment status, household income, educational
attainment, health insurance, health care provider).
Mental Health Challenges
Nine questions related to maternal mental health challenges
during and after their most recent pregnancy were adapted
from the Royal College of Obstetricians and Gynaecologists
Maternal Mental Health Survey (Russell, Ashley, Chan,
Gibson, & Jones, 2017). The survey was chosen because it
also comprised questions related to women’s experiences
with maternal health challenges, women experiences
engaging with healthcare providers, and referrals and
experiences of maternal mental health.
Self-Esteem

For the qualitative component of the study, we implemented
purposive, word-of-mouth and venue-based sampling to
identify and recruit providers, community-based health
outreach workers, and perinatal women from the AHSI
CAN and organizations who provide maternal mental health
services, (e.g. Mental Health America of Georgia and
Postpartum Support International- Georgia Chapter).
Data Collection
Quantitative Data
A risk assessment survey was implemented from August
2019-October 2019 to assess Black perinatal women’s
experiences regarding mental/emotional health challenges
experienced during a pregnancy, communication with health
care providers and the quality of care they received. The
survey took about 10 minutes to complete and participants
were remunerated with a $10 gift card and a community
resource guide developed by AHSI-CAN partners.
Instrument Development
CBPR approaches were used to equitably engage
AHSI-CAN partners in the design and development of a
survey instrument. During CAN meetings, the Maternal
Mental Health workgroup conducted five discussions to

Self-esteem was assessed using The Rosenberg Self-Esteem
Scale (RSES) (Chao, Vidacovich, & Green, 2017). The
RSES is one of the most widely used measures of global
self-esteem (SE; Byrne, 1996) in social science research
today is made up of 10 items that refer to self-respect and
self-acceptance rated on a 4-point Likert-type scale, ranging
from 1 (totally disagree) to 4 (totally agree). The Likert-type
responses are summed up to create a total score for each
domain. The total achievable score for the Rosenberg
Self-Esteem Scale is 30, with higher scores indicating
higher self-esteem.
Group-Based Medicine Mistrust
The 12-item Group-Based Medical Mistrust Scale
(GBMMS), a validated instrument that has been used in
samples of racial/ethnic minority men and women, was used
to assess distrust and apprehension of healthcare providers
and institutions in the current study (Thompson,
Valdimarsdottir, Winkel, Jandorf, & Redd, 2004; Wheldon,
Kolar, Hernandez, & Daley, 2017). All answers for these
items are on a 5-point Likert scale ranging from strongly
disagree (0) to strongly agree (4). Responses to these eight
items were summed to create a medical mistrust score with
higher scores indicating greater medical mistrust (theoretical
range = 0 to 32).

Adverse Childhood Experiences (ACE) were assessed using
the Behavioral Risk Factor Surveillance System (BRFSS)
ACE Module (Centers for Disease Control and Prevention
[CDC], 2009). The ACE module consisted of 11 items that
assessed exposure to nine types of ACEs including physical
abuse, sexual abuse, emotional abuse, mental illness of a
household member, problematic drinking or alcoholism of a
household member, illegal drug use by a household member,
divorce or separation of a parent, domestic violence towards
a parent, and incarceration of a household member. The
ACE score is a measure of cumulative exposure to adverse
childhood conditions.

challenges, experiences with and perceptions of maternal
mental health care, and suggestions for maternal mental
health programming. Interviews with community-based
outreach workers explored community-level factors to
maternal mental health such as status of maternal mental
health in the community, contributors to maternal mental
health issues, barriers and facilitators to maternal mental
health services and services, as well as strategies for
outreach and services with this population. Lastly,
interviews with healthcare providers examined the multiple
levels of facilitators and barriers that exist for these women
attempting to access maternal mental health services as well
as the daily complexities and challenges and opportunities
confronting healthcare providers when serving this unique
population.

Qualitative Data

Processes

In-depth interviews to date lasted between 45 to 60 minutes
and we expect additional interviews to be the same. The
general purpose of the interviews was to gather perspectives
from community stakeholders regarding their personal and
lived experiences providing or receiving care, barriers and
facilitators to maternal mental health services, thoughts on
cultural responsiveness, and other questions that may come
from analysis of survey data. Written informed consent was
obtained from each participant prior to starting the interview
and a copy was given to each participant. Perinatal women
participants received a $25.00 gift card, while health care
providers and community-based health outreach workers
were renumerated with $50 gift cards

Figure 1 represents the Using Community Engaged
Approaches to Integrate Maternal Mental Health into
Community-Based Perinatal Health Services study design
and participant flow.

Adverse Childhood Experiences

Interview Guide Development
CAN partners and research team met over the course of two
months bi-weekly to discuss the purpose of the interview
guide and to generate open-ended questions. Interview
questions were developed and tailored to the unique
knowledge and experiences of the target population ( i.e.
Black perinatal women vs. health care professional). During
the maternal mental health workgroup discussions, CAN
partners expressed the need to explore implicit bias and for
organizations that provide mental maternal health services,
cultural responsiveness, and ways to strengthen community
partnerships. CAN partners also developed the demographic
profile sheet completed by participants prior to the
interview.
Questions
Interviews with Black perinatal women investigated their
personal and lived experiences with maternal mental health

Timeline
Figure 2 details the Using Community Engaged Approaches
to Integrate Maternal Mental Health into Community-Based
Perinatal Health Services timeline and aims.
Data Analysis
Preliminary quantitative data was analyzed using R (version
3.6.1). Descriptive analyses, including means and variances,
frequency distributions, and cross-tabulations were
conducted (table 1).
Qualitative data analysis will be accomplished with NVIVO
qualitative software. AHSI-CAN partners and an academic
partner will independently develop an initial list of themes
expressed in response to each research question. Both
partners will compare their list of themes and reach
agreement on a final coding scheme. Subject matter and
supporting quotes will be extracted from the data. Specific
and illustrative quotes will be extracted verbatim. The
research team will document and synthesize findings, as
well as any challenges or lessons learned gathered through
data collection activities.

Figure 1
Study design and participant flow

Figure 2
Study aims and timeline

RESULTS
Preliminary descriptive statistics are reported from the target
patient population’s responses to the survey.

Most women were single (44%) or not married but living
with their partner (27%); completed a high school education
or less (61%); had health insurance (80%); had a regular
health care provider (77%); and had a household income of
less than $20,000 a year (73%).

Primary Outcome Measures
Experiences of mental health challenges
Approximately 32% of the women reported having a mental
health challenge prior to their pregnancy. Of those women
who reported experiencing any mental health challenges
prior to pregnancy although there was a wide range of
mental health problems, the majority described those
challenges as anxiety, depression, mood swings, and
sleeping too much.
Moreover, 71% of women self-reported they had
experienced at least one maternal mental health condition
during or after their pregnancy. Low mood was experienced
by 46% of the women, depression by 28% and anxiety by
27% of the women. Psychosis was experienced by 4% of the
women.
Experiences engaging with healthcare professionals
During pregnancy, many women (73%) reported that they
were asked about their emotional and mental health by at
least one healthcare professional, with 33% reported being
asked by a primary care provider. Only 16% reported being
asked about their mental health by an obstetrician.
After pregnancy, 70% of women reported they were asked
about their mental health concerns by at least one health
care professional. Thirty-seven percent reported that they
were asked by their primary care provider, while 19%
reported being asked by their gynecologist.
Many women (60%) who reported experiencing mental
health challenges were not referred to support service or
counseling for further help. Of those that were referred to
support services almost half (48%) did make an
appointment to see a provider.
Secondary Outcome Measure
Group-Based Medical Mistrust
Approximately 45% of the respondents reported at least one
measure of group-based medical mistrust, which was
associated with race/ethnicity.

The majority (67%) of the Black women reported at least
one low self-esteem indicator. Further, the mean Adverse
Childhood Experience (ACE) score was 2.44 + 2.3.
Dissemination and Community Feedback
Consistent with CBPR approaches, the authors are currently
co-presenting data from this project to study participants,
and other key stakeholders in our community. The sharing
of this information will not be purely for the purpose of
reporting outcomes, but rather to invite stakeholders to
contribute to the interpretation of the findings. Moreover,
the community members and health professionals will
provide recommendations for maternal mental health care
models that can be implemented in community settings.
This iterative process will be on-going and will result in
adjustments to dissemination and translation of findings.
This feedback process will be critical for shaping our
interpretation and presentation of data collected from study
participants in the context of the community to which they
belong.
DISCUSSION
Maternal mental health is a major public health issue and
racial disparities are persistent. However, to date there is a
dearth of studies focused on maternal mental health and
Black women.
Experience of Mental Health Challenges
Preliminary results from the current study indicate that most
women (70%) in this sample self-reported at least one
mental health challenge during their pregnancy. These
preliminary results are aligned with other studies that found
Black women to have higher rates of depression and anxiety
during pregnancy than non-Latina white women (Evans,
Phillippi, & Gee, 2015; Liu & Tronick, 2014; Melville,
Gavin, Guo, Fan, & Katon, 2010; Rich-Edwards et al.,
2006). Studies report rates of maternal mental health
challenges among Black women to be between 7 to 40%;
however, women in our study reported alarmingly higher
rates (Lara-Cinisomo & Wood, 2018; Tandon &
Cluxton-Keller, 2012; Beeghly, Olson, Weinberg, Pierre,
Downey & Tronik, 2003; Segre, O’Hara, Arndt, Stuart,
2007).

Tertiary Outcome Measures
Experience Engaging Health Care Professionals
Social Determinant of Health Demographics and Other
Risk Factors
The median age of the women was 26 years old + 6.05, and
the median age at most recent pregnancy was 24 + 6.34.

Despite PMADs affecting a significant number of women in
this sample, only 16% reported being asked about their
mental health by an obstetrician. Thus, the majority of
women in this study were not referred to mental health

services. Like other studies, of those who were referred,
only 50% sought treatment (Chang, Tabet, Elder, Kiel, &
Flick, 2016). Screening rates for PMADs are inconsistent
and low among US healthcare providers (Evan, Phillippi &
Gee, 2015). A systematic review by Evans, Phillippi and
Gee (2015) demonstrated that among seven studies, an
average of 55% of healthcare professionals responded
affirmatively when asked if they assessed for maternal
mental health concerns (Evan, Phillippi & Gee, 2015).
Although there is consensus from leading physician
organizations like the American College of Obstetricians
and Gynecologists encouraging maternal mental health
screening, screening rates are low among obstetricians and
gynecologists. If obstetricians recognize a woman’s PMAD,
then referral and treatment for maternal mental health
concerns are high during the prenatal period (80%) and
postpartum period (93.7%) (Goodman & Tyler-Viola, 2010).
In Georgia, there is a lack of mental health professionals
with expertise in PMADS, there are no standardized
screening protocols, and there is only one established
Maternal Mental specific support group in the state.
Moreover, of those providers with PMADs training, very
few accept Medicaid which is the coverage mechanism for
roughly 50% of pregnant women in Georgia. The self-report
rate of PMADs stands at 16.6% according to the Centers for
Disease Control and Prevention (CDC), higher than the US
average. To address this critical public health problem, more
attention must be paid to PMADs, and resources must be
allocated to provide mental health support for Georgia
mothers. By taking care of Georgia mothers, we can affect
the future health of their children and families. Through
awareness, intervention, and treatment, we can work to
support maternal mental health in Georgia.
Group-Based Medical Mistrust
Forty-five percent of the respondents reported at least one
measure of group-based medical mistrust. This may be due
to the study participants seeking care at community-based
centers, Federally Qualified Health Centers (FQHCs), or
safety-net settings where the providers represent the
ethnicity of the service population. However, even 45%
reporting racial/ethnic group-based medical-mistrust is
concerning finding, because medical mistrust may lead to
delayed care or a decreased likelihood to seek medical care.
Williamson, Smith, and Bigman (2019) found that medical
mistrust was positively associated with prior personal
experiences and vicarious experiences with discrimination
(Williamson, Smith & Bigman, 2019).
Despite a number of publications evaluating the impact of
medical mistrust on Black women living with chronic
diseases like HIV, breast cancer, or its impact on sexual and
reproductive health services, provider satisfaction, and PrEP
use, the authors found no studies focused on medical
mistrust among Black perinatal and postpartum women
(Tekeste et al., 2019; Sutton, He, Edmond & Sheppard,
2019; Rosenthal & Lobel, 2020; Molina, Kim. Berrios &
Calhoun, 2015; Benkert, Peters, Clark & Keves-Foster,
2006; Benkert, Hollie, Nordstrom, Wickson, Bins-Emerick

&Trust, 2009). Subsequently, there is a need to develop
interventions designed to combat group-based medical
mistrust.
Social Determinant of Health and Other Risk Factors
Social determinants of health (SDoH) are the conditions in
which a person is born, lives, works, worships, and plays
that affects their quality-of-life outcomes (Office of Disease
Prevention and Health Promotion, 2020). The five key areas
are economic stability, education, social and community
context, health and health care, and built environment
(Office of Disease Prevention and Health Promotion, 2020).
Strong predictors and risk factors for maternal mental health
concerns are having previously experienced a maternal
mental health challenge, being low-income, and
race/ethnicity ( i.e. Black or Latinx). Large portions of the
study population reported low levels of income (73%) and
educational attainment (61%). This is problematic because
78% of Georgian adults have higher annual salaries; and
nationally, 79.8% of American adults have a higher annual
salary (United States Census Bureau, 2019). Similarly,
58.8% of Georgians adults have higher levels of educational
attainment; and nationally, 60.5% of American adults have
higher levels of educational attainment (United States
Census Bureau, 2019). It has been found that women who
had less than a high school degree were more than three
times more likely to suffer from postpartum behavioral
health problems. Low education level is an indicator of
socioeconomic status and has been associated with an
increased risk for postpartum depression and anxiety
(Weissman, 2018). Conversely, many participants report
having health coverage (80%) with the majority being
covered through Medicaid under the coverage category for
“pregnancy-related services” and “conditions that might
complicate the pregnancy.” Preliminary findings suggest
that low-income women, including those enrolled in the
Medicaid program, and
racial/ethnic minorities are
disproportionately affected by maternal behavioral health
disorders, as they face unique barriers to diagnosis and
treatment. Rates of depressive symptoms among
low-income women are estimated to fall between 40 and 60
percent (Centers for Medicare and Medicaid Services
[CMS], 2016). These findings mirror our sample of Black
perinatal women (70%). Subsequently, it is important to
expand Medicaid coverage from 60 days postpartum to one
year to fully treat postpartum illnesses in state programs
(National Health Law Program, 2018).
Our findings are consistent with national trends of inequity.
In 2020, the median weekly earnings of Black women were
$813, while the median weekly earnings of White women
were $1,008 (US Department of Labor, 2020). Undoubtably,
lower wages represent many of the negative outcomes
associated with the five key areas of the SDoH. These key
areas have a circular relationship, with each factor bearing
equal influence upon the other. Therefore, further research is
necessary to elucidate the impact of SDoH on Black
maternal mental health and maternal health equity.

Identifying more effective strategies to reduce health
disparities in Black communities require an understanding
of the context and an approach that is community-led and
sustainable. The qualitative component of the research study
aims to comprehensively understand the barriers and
facilitators to maternal mental health screening and
treatment among low-income Black women in Atlanta, GA.
Future Directions
Universal maternal mental health screening protocol for all
pregnant and postpartum women will ensure that all women
are screened without delay. Most importantly, a universal
screening system should assess the presence of prenatal or
postpartum mood and anxiety disorders, using
evidence-based tools. According to Postpartum Support
International – Georgia chapter (PSI-GA), the recommended
schedule for screening should include all the following:
screening at the first prenatal visit; at least once during the
second trimester; at least once in the third trimester;
screening at the facility where the woman gives birth (i.e.
between labor and discharge); four to six weeks postpartum
at an obstetrical visit; repeated screenings at 6 and 12
months in the OB and/or primary care setting (or midwifery,
Federally qualified health centers), and 3, 9 and 12-month
pediatric visits (Postpartum Support International, 2021).
Following the 2016 recommendation from the United States
Preventative Task Force (2016), mandatory depression
screening is now recommended by the American College of
Obstetrics and Gynecology (ACOG, 2015), the American
Academy of Pediatrics (2010), and the American Medical
Association (American Medical Association [AMA], n.d.).
Further, Pregnancy Medicaid and private insurance should
support and cover mental health services for pregnant and
postpartum women during pregnancy and at least 12 months
post-delivery. For states that did not adopt Medicaid
expansion programs in 2014, many of those women lost
coverage as early as 60 days postpartum (Kaiser Family
Foundation, 2019). Mothers who lost this needed medical
coverage, were no longer able to receive care for conditions
that may have arisen during their pregnancy, leaving them at
risk for mortality or morbidity in the postpartum period.
Extending Medicaid for at least 12 months would ensure
essential access to treatment for PMADs.
It is imperative to establish universal maternal mental health
screening of all pregnant women and to expand Medicaid
coverage for at least 12 months. Equally, there is a critical
need to develop a culturally tailored screening tool and
implementation schedule. A comprehension maternal
mental health screen approach must include advocacy,
strategies to overcome the impact of racism, and
crisis-related stress.

recognizing May 1st as Georgia's first annual Maternal
Mental Health Day (Governor of the State of Georgia,
2019). In the bill, the issues of perinatal mood and anxiety
disorders among women were addressed. Even though 1 out
of 7 Georgian mothers experience depression, anxiety,
compulsive thoughts, and/or psychosis associated with these
disorders, only 10 percent of women with these disorders
receive the treatment they need (Postpartum Support
International, 2015). Additionally, advocacy efforts led
Georgia lawmakers to benchmark $1 million in the fiscal
year 2020 budget to screen and treat maternal mental illness
in rural and underserved regions of the state (Georgia
Budget & Policy Institute, 2019).
As a state with one of the highest maternal mortality rates in
the country, Georgia maternal-health leaders are working to
better ensure that all women have access to the treatment
they need. The AHSI-CAN’s efforts to combat maternal
mental health are a part of a larger wave of efforts that
support making maternal mental health a public health
priority.
Crisis-Related Stress & Worry
COVID-19 has exacerbated mental health concerns and may
have impacted the pathways by which Black women are
currently seeking mental health service (Chandler et al,
2020). However, COVID-19 is a new crisis. The Black
community has lived through countless crises, and some
may argue that the community is in a constant state of crisis
due to racist systems and white supremacist ideology.
Theses crises derive from hyper-vigilance and the threat of
exposure to discrimination; health professional bias and
reduce access to care; internalized racism; environmental
racism; systematic racism; and hostility and stress in the
larger society (William, 2019; Wallace, Nazroo & Becares,
2016). Black women live in the crisis of constant and
cumulative exposure to racial discrimination.
Recognizing this dichotomy, the authors have embarked on
a new study to define emerging themes related to maternal
mental health, specific to crisis-related stress and worry. The
focus of this study is to investigate current mental health
challenges among pregnant and postpartum Black women
amidst the COVID-19 pandemic. Additionally, the authors
are seeking to determine the effectiveness of a digital health
platform to support Black pregnant and postpartum
women’s mental health amidst the COVID-19 pandemic and
other crisis points.
ETHICAL CONSIDERATIONS
This study was limited to low-income Black women in
Atlanta. Therefore generalization to other Black women in
rural Georgia or other racial/ethnic women is limited.

Advocacy
Various AHSI-CAN partners have been involved across
local and national coalitions to address issues of perinatal
mental health. In 2019, AHSI-CAN partners worked to
establish a proclamation for the Georgia state legislature

To maintain privacy, participants completed paper and
pencil surveys in private rooms or if in public space were
spread out and handed folders to place surveys in once they
were completed. We assured participants that all information
provided was strictly confidential. It was stated (verbal and

on paper) that completed questionnaires would “never be
shown to anyone else, and would only be known to the
research team as a number identifier.
Pilot
funding
was
granted
through
Detroit
Community-Academic Urban Research Center, CBPR
Partnership Academy. There were no conflicts of interest
CONCLUSION
This study aims to contextualize the experiences of Black
women. Centering the experiences of Black women is an
opportunity to rethink conventional research practices,
thereby identifying pathways that can contribute knowledge
associated with maternal mental health. To date, there is still
a dearth of information based on the narratives of Black
women. Applying CBPR principles and emphasizing the
lived experiences of Black, reminds us that their voices are
legitimate sources of knowledge and ensures a strategic
focus on culturally and contextually appropriate research.
The knowledge gained from this formative research will
provide us with community-driven relevant data that will
inform approaches and models to address Black maternal
mental health. These data will be adapted in a variety of
settings by leveraging existing community-based resources
across diverse disciplines. The authors are working to see
how this model can be adapted and used with other Healthy
Start programs across the country, to address the gaps in
maternal mental health care for Black women.
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